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ABSTRACT

SUBSTANTIAL evidence documents the benefits of peer support provided by
community health workers, lay health advisors, promotores de salud, and others.
The papers in this supplement, all supported by the Peers for Progress program
of the American Academy of Family Physicians Foundation, contribute to the
growing body of literature addressing the efficacy, effectiveness, feasibility,
reach, sustainability, and adoption of peer support for diabetes self-management.
They and additional papers supported by Peers for Progress contribute to under-
standing how peer support can be implemented in real world settings. Topics
include examination of the peers who provide peer support, reaching the hardly
reached, success factors in peer support interventions, proactive approaches,
attention to emotions, peer support in behavioral health, dissemination models
and their application in China, peer support in the patient-centered medical
home, research challenges, and policy implications.

Ann Fam Med 2015;13(Suppl_1):52-S8. doi: 10.1370/afm.1852.

hy peer support? Social support is a powerful force in human

behavior' and health.?? Peer support can be provided by com-

munity health workers, lay health advisors, promotores de salud,
and individuals with a number of other titles, for people with a variety
of health needs. In addition to earlier papers,*® a 2014 review identifies
contributions of community health workers to supplying basic health
needs (eg, reducing childhood undernutrition), to primary care and health
promotion, and to disease management.® Emerging economic analyses of
peer support also show diverse benefits.”'* Accordingly, community health
workers receive strong emphasis in the World Health Organization's
Global Health Workforce Alliance® and are prominently mentioned in
various provisions of the US Patient Protection and Affordable Care Act.'*

The American Academy of Family Physicians Foundation, with support

from the Eli Lilly and Company Foundation, initiated Peers for Progress
(http://peersforprogress.org) in 2006 with goals of promoting peer support
for those with diabetes and other health challenges around the world.”” A
program development center was established in 2008 at the Gillings School
of Global Public Health at the University of North Carolina at Chapel
Hill. Recognizing the need to build the evidence base for peer support and
establish working program models, Peers for Progress awarded 14 grants
in 9 countries on 6 continents in 2009.'° In 2010, a major award from the
Bristol-Myers Squibb Foundation supported, among other related activities,
a demonstration of the integration of peer support into the patient-centered
medical home (PCMH) in collaboration with the National Council of La
Raza. Papers from these projects have documented the efficacy of peer
support.'”?! The present supplement to the Aunals of Family Medicine includes
additional evaluations of peer support interventions as well as papers
addressing a number of issues in extending the reach and benefit of peer
support. The accomplishments of Peers for Progress and the value of these
latest additions to them can be clearly seen against the backdrop of the evi-
dence needed to drive practical applications of peer support.????
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A PRACTICAL, FUNCTIONAL DEFINITION
FOR DISSEMINATION

Chronic disease care in general and peer support in
particular are so strongly shaped by culture, setting,
and population that the dissemination of peer support
inevitably involves a tension between standardization
and flexibility. Standardization of essential or defining
features is important. On the other hand, flexibility is
required to accommodate cultural and population dif-
ferences and varying systems of care.>*

Representatives of over 20 countries, organized
through the World Health Organization in 2007, noted
that although individual programs need to be tailored
to the systems, cultures, and populations in which they
are applied, standard features of peer support can be
identified.?® Accordingly, Peers for Progress has pursued
a strategy of defining peer support not by who provides
it nor by specific implementation protocols but accord-
ing to 4 "key functions of support.”* This follows a
strategy of “standardization by function, not content."?
The 4 key functions are these:

e Assistance in daily management such as in work-
ing out specific plans for pursuing goals developed
with clinical team

e Social and emotional support to encourage man-
agement behaviors and coping with negative
emotions

e Linkage to clinical care and community resources

e Ongoing support reflecting the lifelong nature of
prevention and chronic disease management'®

The 4 key functions serve as a template for planning
and evaluating peer support programs.?’

FEASIBILITY, REACH, SUSTAINABILITY AND
ADOPTION OF PEER SUPPORT

Feasibility
Of the 14 Peers for Progress projects that involved
implementation of peer support programs, 9 provided
care in under-resourced settings or health systems (4 in
the United States, 2 in Cameroon, and 1 each in South
Africa, Uganda, and Thailand), with the remaining 5 rep-
resenting Argentina, Australia, Hong Kong, the United
Kingdom, and an insured population in the United
States. This range of settings speaks to the broad feasibil-
ity of peer support in varied cultures and populations.
Across those 14 projects, the number of partici-
pants receiving peer support ranged from 46 to 810,
and the average retention of participants for follow up
evaluations was 78.6% (range 45.7% to 99.4%). The
average initial hemoglobin A,. (HbA,.) was 8.41%.
Given typical targets of <6.5 or <7.0%,?® the programs
appear to have reached those for whom improved dia-
betes management is important.

Individual studies illustrate these broader trends.
In Cambridgeshire, UK, 1,299 people enrolled for
the peer support program, and 167 of these trained as
peer support facilitators.? In a 6-month program in
Cameroon, only 1 of 100 participants dropped out.?”
Emphasizing community partnerships, a peer sup-
port program for low-income African Americans in
underserved, rural Alabama communities exceeded its
recruitment goal of 400 participants.?’

Remarkably, studies have shown peer support to
be most successful in “hardly reached” groups amon-
gwhom one might expect the least success.?* In a peer
support intervention for diabetes management among
ethnic minority patients of safety-net clinics in San
Francisco, 17 participants were categorized at baseline
as low, medium, or high on medication adherence and
on self management. The greatest differential benefit of
peer support relative to usual care control was among
those categorized as low on medication adherence or
self management.’! In a peer support intervention for
diabetes management among ethnic minority patients
of safety-net clinics in San Francisco,'” participants
were categorized at baseline as low, medium or high on
medication adherence and on self management.

Efficacy and Effectiveness

As noted above, a number of papers from the Peers
for Progress investigators have documented benefits
of peer support.””?' Three papers in this supplement
add to this evidence. Ayala and colleagues,®? evaluated
peer support provided by trained volunteers for Latino
adults with diabetes in Southern California near the
border with Mexico. Although supporters were able
to make an average of only 4 contacts per participant
out of the 8 anticipated in the protocol, significant
reductions in HbA,. were observed relative to those

in usual care. The paper by Safford and colleagues
shows significant stabilization of cardiovascular risk
factors over time for participants receiving peer sup-
port compared to controls among African American
residents of rural Alabama, an area of great poverty
and poorly organized clinical care.?®* Tang and her
colleagues have focused on peer support as a way of
helping to sustain gains from diabetes self-management
education. In an earlier paper concerning peer support
for Latinos with diabetes, they showed that both staff
community health workers and trained volunteer peer
supporters were successful in this."” Their paper in this
supplement shows that peer-led group sessions and
additional telephone support from peer-led groups for
African Americans in urban Michigan were successful
in improving low density lipoprotein levels, systolic
and diastolic blood pressure, and body mass index—
although, surprisingly, not HbA,.3*
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Program Sustainability and Spread
A number of the 14 projects funded by Peers for Prog-
ress have been sustained and have extended their work
beyond the original study groups. Four years after
the end of funding from Peers for Progress, local pro-
vincial administrative offices in Thailand committed
cash and in-kind support to ensure the sustainability
of village health volunteers providing diabetes educa-
tion and support for which they had been trained. The
administrative offices noted the values of the project
not only in terms of health, but also in building unity
and sense of belonging among people. In light of suc-
cesses with diabetes described below, the Anhui Pro-
vincial Health Bureau in China has extended a peer
support program to additional communities and to car-
diovascular disease prevention and management.®
New funding from the UK government and col-
laboration with Diabetes UK will extend the program
from Cambridgeshire®® to 8 areas in the Eastern region
and West Midlands. After its own initial appraisal of 15
sites, Texas-based WellMed extended its peer support
program to all 23 of the clinical sites in its network.3¢
In Cliunicas de Salud del Pueblo in southern California,
the Puentes bacia una major vida program for adults with
diabetes was used as a model for addressing childhood
obesity and helped to guide changes to the clinics'
system of care, including provider training and EHR
changes to ensure documentation of peer support.*?

SCALING UP

If peer support programs are feasible, reach and engage
important groups, achieve benefits, and can be adopted
and sustained by existing organizations, the next step
is to understand better how peer support works and
how it can be scaled up for implementation in real-
world settings. Key findings curated by Peers for Prog-
ress and reported by papers in this supplement®*' help
to guide these efforts.

Looking at the Peer Supporters Themselves
Two questions frequently raised concerning peer sup-
port programs are whether, with brief training, lay
people can pick up the skills and knowledge necessary
to provide effective support and whether providing
peer support has beneficial effects on the peer support-
ers themselves. Previous research by Tang and her col-
leagues working through African American churches
showed the feasibility of training nonprofessionals to
provide peer support for both diabetes prevention

and management.*> Two papers in this supplement
explore these issues further. Goldman and colleagues
examined the degree to which peer supporters actually
used ask-tell-ask strategies, action planning, and other

components of an evidence-based health coaching cur-
riculum.?” Although the coaching intervention was suc-
cessful in reducing HbA,.'” and the coaches wanted to
continue their work and expressed confidence in their
abilities, they did not consistently use the coaching
techniques they had been taught.

As part of a project led by Chan in Hong Kong,?!
Yin and colleagues studied the effects of providing
peer support on the HbA,. levels of a group of peer
supporters. Their changes over time were compared
with those of a group of individuals who were trained
but then declined to work as peer supporters and
those of a group of patients with comparable gly-
cemic control who did not attend the training pro-
gram. Although diabetes is a progressive disease, the
researchers found that the HbA,. values of those who
served as peer supporters increased only slightly, from
7.0% to 7.2% over 4 years. This contrasted sharply
with increases from 7.1% to 7.8% in those who were
trained but declined to work as peers and from 7.1%
to 8.1% among the comparison patients who did not
attend training.®

The 4 Key Functions in China

Dissemination of peer support programs in China
needs to respect preferences that programs be “made
in China"; that is, that Chinese collaborators lead
actual planning and development. Emphasizing the
4 key functions rather than a concrete program plan
has facilitated a number of such collaborations number
of collaborationls such as with the Chinese Diabetes
Society, Zhongda Hospital and Southeast University
in Nanjing, the Beijing Diabetes Prevention & Treat-
ment Association, and the Shanghai Sixth People's
Hospital.

A demonstration project in community health cen-
ters in Anhui province, described by Zhong and col-
leagues in this supplement, set a model for adaptation
of peer support to Chinese needs and culture.’* The
program trained mostly retired adults with diabetes
to co-lead monthly educational meetings with staff
of community health centers. The peer leaders also
led discussion groups that provided more opportunity
for participants to talk about self-management plans,
obstacles encountered, and successes. The peer lead-
ers also promoted informal groups within housing
complexes such as for tai chi, morning walking, shop-
ping, and even fishing. Reported advantages included
the way peer support provided a “bridge” between
community health centers and their patients. The pro-
gram achieved significant benefits relative to controls
(P <.05) for knowledge, self efficacy, body mass index,
systolic and diastolic blood pressure, and both fasting
and 2-hour post-prandial blood glucose among partici-
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pants who had completed both baseline and follow-up
assessments.?’

Peer Support and the Patient-Centered
Medical Home
A key objective of the PCMH is to engage the whole
person in the context of the values, interests, family,
and community that frame individual lives. Substantial
evidence shows that peer support can help in this. The
present paper by Daaleman and Fisher®® seeks to “accel-
erate the integration” of peer support into PCMHs by
addressing 3 elements: a model of peer support that
stresses the 4 key functions identified by Peers for
Progress, a framework and strategies for implementa-
tion, and fiscal models to sustain these approaches.

Much research on peer support has focused on its
value for reaching disadvantaged groups and reducing
disparities. The present paper by Knox and her col-
leagues raises the question of the added value of peer
support for those already receiving good patient care.
The Carpeta Roja peer mentoring program, developed for
mostly underserved groups in Los Angeles, was modi-
fied for the older adult, ensured Latinos in the intended
audience in Texas. All participants were offered diabetes
education, but those who participated in peer mentor-
ing as well showed more rapid improvement in glycemic
control and also reported reductions in social isolation
and the extension of benefits to their families.3

Using the PCMH as a base for peer support was
the focus of a collaboration of Peers for Progress with
the National Council of La Raza, TransforMED, and
Alivio Medical Center, a federally qualified health
center serving predominantly Latinos in Chicago. The
program, Compaiieros en Salud, was closely coordinated
with clinical teams, providing individualized as well
as group patient education and support. Patients were
identified through those clinical teams and medical
records. Physicians also identified patients likely to
benefit from individualized contacts and communi-
cated regularly with Compaiieros staff regarding indi-
vidual patients and programmatic issues. The program
also sought to develop a model for reaching the entire
population of those with diabetes served by Alivio, in
this case 3,787 adults. To do so, it distinguished 471
high need patients based on elevated HbA,. levels,
depression or psychosocial distress, or physician refer-
ral. These patients received individual peer support
starting biweekly and then less frequently as progress
warranted. The balance of those receiving regular care
were offered group education and support as well as
individual contacts such as in conjunction with clinic
visits. All patients could also contact the Compaiieros at
their own initiative. Overall, the Compaiieros reached
over 80% of each of the high need and regular care

groups, showing the utility of the PCMH as a base
for staging peer support. Although modest, reflecting
the inclusion of all with diabetes, not just a research
sample, clinical impacts were significant, eg, declines
of HbA,. from 8.22% to 8.14% over 2 years across the
entire population of those with diabetes, P <.05; from
9.43% to 9.16% in the high need group, P=.01.

Research Challenges

Research on peer support in real-world settings entails
numerous challenges to conventional research designs.
These include integrating complex, multi-faceted
interventions (eg, group sessions, individual sessions,
telehealth channels, variable schedules and numbers
of contacts, topics tailored to individuals' needs and
attention to emergent concerns of the individual) and
linking with other resources in the community and
clinical settings (eg, group medical visits). Clearly,
evaluation of how peer support may be adapted to “real
world"” populations and settings cannot be easily fit
into conventional clinical research designs.

One aspect of real-world diabetes that research
rarely addresses is that it changes. Safford and Rich-
man and their colleagues in Alabama have explored
the importance of seasonality and changes over time.
In addition to applying these perspectives in analyz-
ing their intervention, noted above,** Richman has led
additional work to outline analytic approaches that
accommodate the seasonal and nonlinear, dynamic
characteristics of diabetes as well as research chal-
lenges common in real world settings such as variabil-
ity of time between baseline and follow-up measures
and secular trends.*°

Peer support and other community-focused
interventions, especially those intending to reach
populations that more conventional approaches fail
to engage, raise a number of ethical issues, including
confidentiality and informed consent. Simmons led
the development of a paper with input from a number
of other investigators funded by Peers for Progress
that examined ethical issues surrounding peer sup-
port and how committees for protection of human
subjects review studies in this area. As a measure of
the appropriateness of ethical review, the authors
used a standard framework of ethical issues (the "4+1
Framework") that includes consideration of autonomy;,
beneficence, non-maleficence, and justice, as well as
the scope of application.** They identified 20 themes
that emerged in the ethical reviews of 8 projects, but
they found that only 4 of these fell within the 4+1
Framework. Instead, a variety of other considerations
were applied by ethics committees, including scien-
tific, organizational and administrative issues that
sometimes delayed studies or (of special concern for
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research seeking to reach and engage diverse groups)
increased participant burden and mandated consent
processes that could hinder the responsiveness of peer
support to diverse needs—as the paper concludes,

“creating a new ethical dilemma."!

LOOKING FORWARD

In addition to the findings detailed in this supplement,
a number of other features of peer support have sub-
stantial implications for taking it to scale.**

Connection to Community

Long a major emphasis of community health workers,*
peer support may gain strength through the experi-
ences those providing it share with communities. This
also constitutes a base for linking communities, indi-
viduals, and health centers.*® As noted in the descrip-
tion of the program in Anhui, China above, one impor-
tant contribution of peer leaders is the way they can
serve as "the bridge to link [the clinic] with patients in
their served neighborhood.”*

Emotional Support
Anecdotally, many patients who consider participating
in a peer support program express an interest in get-
ting answers to practical questions, not discussing their
feelings. However, interviews with peer supporters in
projects in the UK, ?° Chicago**, and North Carolina”
showed that, in practice, emotional support evolves
over time, emerging out of instrumental support and
the trust it builds.*® An additional important feature of
peer support is implicit emotional support,*’ the expres-
sion of emotional reassurance, acceptance and similar
messages not through explicit discussion of feelings
but through sharing of activities, discussions of com-
mon interests and the like.

The universality of emotional support was sug-
gested in the program in Anhui province® in which
a number of participants reported valuing the oppor-
tunity to share feelings with their peer supporters. In
China and other Asian countries, cultural emphases on
the fundamental commitment of the family to its mem-
bers brings a reluctance to obligate family members
with one’s own concerns.* Peer leaders, however, are
not connected to participants as family members are
and so provide an outlet for emotional expression free
of concerns about "burdening” others.

Behavioral Health

Recognition of the role of emotional support in peer
support also leads to consideration of the role of
peer support in addressing the psychological distress
and mental health problems that so often complicate

chronic disease and impair quality of life. In a remark-
able demonstration of potential benefit, a randomized
study by Chan and her colleagues in Hong Kong
evaluated structured care for diabetes alone®® and with
peer support for diabetes management. Approximately
20% of the sample were above norms for depression,
anxiety, and stress and also accounted for highly dis-
proportionate rates of hospitalization. In this 20%,
peer support not only reduced distress substantially,
but also lowered rates of hospitalization to the levels of
individuals not similarly distressed.?' In addition to its
implications for health systems’ concerns about avoid-
able, costly care among those with multiple morbidities
and psychological distress, it is remarkable that this
peer support intervention was not designed to address
emotional issues but to focus on diabetes management.
Similar findings of emotional and quality-of-life ben-
efits of other peer support interventions designed for
diabetes management have been noted,’' suggesting
core characteristics of peer support that may be impor-
tant in this area of concern for "bending the curve” of
health care costs and benefits.

CONCLUSIONS AND POLICY IMPLICATIONS

A 2014 international meeting hosted by Peers for Prog-
ress and addressing much of this work®>* noted that,
in addition to its reach and effectiveness, peer support
fills a critical role in humanizing health care. This dual
role of enhancing effectiveness and humanizing care

is an important feature of peer support for prevention
and health care of the future.

Beyond showing that it works, emerging research
shows that peer support is broadly feasible and sus-
tainable. Dissemination can combine standardization,
for instance through the 4 key functions emphasized
here, and adaptability to local circumstances. Keys to
its success are becoming clear, including both person-
and community-centered implementation, proactive
offering of services, and attention to emotional as well
as instrumental support. Most important, perhaps,
peer support shows strong potential for addressing key
priorities in "bending the curve” through health care
reform: reaching those whom conventional services
too often fail to engage, mitigating and reducing costs
associated with concurrent physical and psychological
problems, and providing intervention models adapt-
able to diverse settings and populations.”

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/content/13/Suppl_1/S2.
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